Editorial
We present a case of a 27-year-old gentleman who presented to our hospital. He underwent a laparoscopic appendectomy six months previously. His surgery was complicated by a post-operative collection which was drained under CT guidance. He had no past medical history and was on no regular medication. He presented with a one day history of Right Iliac Fossa (RIF) pain. The pain was constant, dull in nature and was progressively getting worse. It was associated with anorexia, nausea and two episodes of vomiting. He denied rigors, diarrhoea, constipation or urinary tract symptoms. On examination, he was febrile (39 o C), his abdomen was soft but tender in the RIF with guarding. His laboratory investigations were significant for a C-reactive protein level of 32 mg/L and a white cell count of 14x10 9 /L. The differential included a post-operative collection. He underwent a CT scan of his abdomen and pelvis.
The CT scan showed a thickened oedematous wall of the inferior pole of the cecum along with an appendicular stump which was acutely inflamed (Figure 1 ). The patient underwent laparoscopy in which an acutely inflamed appendicular stump was seen ( Figure  2 ). It was successfully resected. The patient recovered well and was discharged home on post-operative day 2. He has reported no further complications at his 3-month review clinic.
Acute appendicitis is one of the most common indications for emergency abdominal surgery accounting for approximately 1% of all surgical operations. Common post-operative complications include wound infections, intra-abdominal infections and adhesions. The first two cases of stump appendicitis were reported by Rose et al in 1945 [1] . The precise pathogenesis remains poorly understood, however it is postulated that obstruction of the remaining stump lumen by a fecolith may be the causative factor. This increases intraluminal pressure, impairs venous drainage and allows subsequent bacterial infection. There are approximately 62 cases reported in the literature although most authors would suggest that it is underreported. Most reported cases do not have radiographic or photo-documentation of Figure 2 : Intraoperative image from completion appendectomy. Identifies appendicular stump measuring greater than the recommended 5 mm.
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Stump appendicitis continues to pose a diagnostic dilemma both for surgeons and emergency department clinicians. We quickly remove acute appendicitis from our differential diagnosis list in patients presenting with RIF pain when we learn they have had previous appendectomy. The temporal relationship between index appendectomy and onset of stump appendicitis is hugely variable ranging from weeks to years which further complicates matters.
We can aim to limit the risk of stump appendicitis by encouraging surgeons to adopt the CVS for appendectomy suggested by Subramanian et al.
